It has been known for many years that death rates from hyperplasia of the prostate are higher in the upper social classes (Registrar General for England and Wales, 1958) . Although Walker (1922) , in his Hunterian lecture, stated that prostatic enlargement "is found more frequently among the well-to-do than the hospital class", little attention seems to have been given to this association between prostate disease and social class. If the association is real it would suggest that an environmental factor may be concerned in the aetiology and thus point towards preventive action. This paper examines further the relationship between prostate disease and social class using both mortality and morbidity data.
1+11
SOCIAL CLASS 111 1v+v PROSTATE MORTALITY IN SCOTLAND From tabulations specially provided by the Registrar General for Scotland, age-specific death rates from prostatic hyperplasia were calculated by social class (Fig. 1) .
The social class gradient-highest in Classes I and 11 (professional and managerial occupations) and lowest in Classes IV and V (least skilled occupations)-is present in each age group, but the difference between the upper and middle classes is greater than between the middle and lowest classes. Scottish mortality data therefore confirm the English findings.
AGE FIG. 1.-Death rate per 100,000 population per annum (Scotland, 1951-55) The fact remains however that social class distributions in very old men are of somewhat doubtful validity, and this must be borne in mind when interpreting the findings.
The annual hospital admission rates (average of the two years) calculated from these estimates are shown in Fig. 2 (opposite) .
Like the mortality data, these hospital morbidity rates show an excess in the upper social classes, but there is a tendency to reversal of the relationship between the middle and lower social groups. There was in each social class a slightly higher admission rate in the city compared with the rest of the region. When the data were combined to give two age groups the excess of admissions in Social Classes I and II was highly significant (i.e. at the 1 per cent. level) in men both below and above age 70.
It therefore seems clear that, in this region, the upper social classes are more often admitted to hospital with prostatic hyperplasia. This higher admission rate could be due either to a genuinely higher prevalence of prostate disease in men from the better-off social groups, or to their greater willingness to seek treatment, or to a combination of these two factors.
PREVALENCE OF PROSTATIC HYPERPLASIA
Two pieces of evidence were used to explore the biological explanation of these mortality and hospital admission findings:
(1) The prevalence of prostatic symptoms and prostatectomy in a population sample was examined;
(2) A series of prostate glands removed at autopsy was weighed.
During a socio-medical survey of older men in north-east Scotland carried out in 1958 -60 (Richardson, 1964 , questions were asked about nocturnal frequency of micturition. The findings are shown in Table I . towards the biological hypothesis of a higher real prevalence of prostatic disease in better-off men, but a larger series, using more refined methods, is needed before any firm conclusions can be drawn.
RETENTION OF URINE
The possibility remains that, though prostate disease is equally prevalent among the social classes, upper class men are more willing to seek relief from its symptoms. If acute retention of urine is a sign of delay in seeking treatment there should be a social class gradient in the proportion of patients admitted to hospital who were in retention (Table  III, overleaf) .
Over the age of 70 upper class men presented significantly less often with acute retention but the class differences are not striking. So if acute retention is a result of delay it seems reasonable to say that Table III contains some support for the alternative hypothesis that upper class men come forward earlier for hospital treatment of prostatism than do men in the lower classes. However, the probability that retention has other causes must be borne in mind.
AGE AT ADMISSION
The mean age at admission of the whole group of 496 patients was 71 * 5 years; there was no significant difference between the social classes but a slight tendency to earlier admission was noted in Classes I and II compared with Classes IV and V-of the 172 upper class men 18 per cent. were over age 80 on admission whereas 24 per cent. of the 152 lower class men were over that age. Another way of looking at this point is to compare the relative increase in admission rates as age increased; if the rate at age 50-59 in each social class is taken as 100, then admission rates over age 80 are 1,418 in Classes I and II, 1,743 in Class 111, and 2,356 in Classes IV and V. This is the trend to be expected if better-off men seek earlier treatment; prostatic symptoms tend to become worse as age increases and thus lower class men who had postponed treatment would be forced to seek admission at a later age.
TREATMENT
The type of treatment given is shown in Table IV . As only thirteen patients were treated by suprapubic cystostomy these have been combined with catheter drainage (temporary or permanent) and other non-surgical cases and this group is contrasted with the patients treated by prostatectomy (of all types).
The type of treatment was the same in each social class and each age group and, as shown in Table V, hospital case fatality rates showed no significant variation with social class (all deaths in Table V occurred in hospital). The well-known effect of age on prostate mortality is clearly evident as is the higher mortality in cases not treated by prostatectomy-a group largely composed of patients who were unfit for operation.
HOSPITAL MORTALITY RATES 86 of the 496 prostate patients died in hospital. These deaths (from all causes) were related to the north-east area population to give hospital mortality rates per 100,000 per annum (Table VI, opposite) . These (hospital deaths per 100,000 population) rates show a social class gradient similar to the allScotland mortality rates in Fig. 1 but are rather higher. This excess is no doubt due to the fact that about 40 per cent. of the hospital deaths were not attributable to prostate disease but were due primarily to incidental causes, such as heart disease or chronic There is a higher mortality in the upper social classes in both groups, but the excess is much greater where death was attributed to prostate disease; in this group of prostate-related deaths, two-thirds of the patients had undergone surgery and it may therefore be suggested that, although operative mortality was the same in each social class, the higher death rate per 100,000 population simply reflects the fact that relatively more upper class patients come to surgery and as a result relatively more die. That this is not the sole explanation of the observed mortality gradients is shown by the fact that even among patients not subjected to surgery there was a tendency for the death rate to be higher in the upper social class.
These findings raise the possibility that a difference between certification of cause of death at home and in hospital is responsible for the observed mortality gradients by social class. If reason for admission to hospital-in this case, prostate disease-were to influence selection of cause on the death certificate, whereas at home death was more likely to be assigned to some other cause (and in the elderly other chronic disease frequently coexists), then because more upper class men are admitted to hospital with prostate disease it might be that their deaths would be more often attributed to that condition. This is at the moment only a hypothetical explanation and further study of causes of death at home and in hospital is required to elucidate it. 
